ealth,

Walfare

ublic
pervice

A by ARy Rl AT S e M

All disecses in Port | must be causally relared.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

istration District No.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primory Registration District No.

STATE FILE NUMBER
_____________________ Regulrm ié 1468_-

. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY STATE  MISSOURI b. COUNTY udmu?n
b. C{JTR:( (If curside cerperate limits, give TOWNSHIP only) Inside Limits c. CEFI;’ Inside Limits
town ST, LOUIS, MISSQURI Ye: X3 no [ TooN ST, LOUIS Yes (& no [
c. Fglg_lb- HAME OF (If NOT in hospital, give lacatien} | Length of stay in 1b d. STR%E'ES {If outside, give location} Reside o Farm
HOSPITAL OR ADDRE
¢ ismiution VET. ADM. HOSPITAL | 5 DAYS 3910 FAIRFAX Yes I Mo (X
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
{Type or print} QF
CLIFTON A, JONES peatH FEBRUARY 9, 1959
5. SEX 4. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE 1l FUNDER | YEAR| IF UNDER 24 HRS,
l MARR'EDD NEVER MARRIEDD la ti’:I:::; Months | Days Hours Min.
MALE - NEGRO wicoweo[J__ 3 oivorceo[§| 10-23-95 53

102, USUAL OCCUPATION {Giva kind of work dons
working lile, even I ratired)

10k. KIND OF BUSINESS OR

INDUSTRY

11. BIRTHPLACE {City and state or country)

ST. LAUIS, MISSQURI

61  ysa

12. CITIZEN QF WHAT COUNTRY?

13a. FATHER'S NAME 13b, MOTHER®S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
ALLEN JONES LENA HOYLE Unknown

15. WAS DECEASED EYER IN U, S, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

Yol, unkngwn’ s, r dotes of service]

{ ™ ‘I‘" Yo ORNREY Ot e e 1,95-18-8708 VA HOSP RECORDS, ST. LOUIS, MO.

MEDICAL CERTIFICATION

23a. BURIAL, CREMATION,

REEEW {Specily)

18. CAUSE OF DEATH (Enter only one causa per line for {a), (b}, and (c).}

PART I.

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

CARCINOMA PROSTATE WITH WIDESPREAD METASTASES

INTERVAL BETWEEN
TH

23b. DATE
.

2/13/59

Conditlons, if any, DUE TO (b}

which gave rise to

cbave couse (o), } - - -

stating the under- - / 7 7 X

Iying tauss last. DUE TO (c)

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not raloted ta the terminol divecse condisian given in PART I (a) 19. WAS AUTOPSY

- - PERFORMED?
- - YES[] noY1 3,
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART I! of item 18.)
- U nows?
20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
WORK AT WORK
a. Umod the deceased from 2=4=59 L to__2=9-59 and last sawFahv- on 2-9-59
+  Death occurred ot ¥ m on the daote stated above; and to the best of my knowledge, from the couses stated.
220. SIGNATURE 22b. ADDRESS 22z DPATE SIGNED
W. T. SN@ M.D VAH, ST. LOUIS, MO. 2-.9=-59

23d. LOCATION (City, town, or county}

fer

{State)

Mo,

24. FUNERAL DIRECTOR

G. WADE GRANBEER Y 4202 Finney Ave,

ADDRESS

25. DATE RECD. BY LOCAL REG.

WAy

{Licenssd Embalmet's Stotement on Reverss Side}

%&qé{,




STATEMENT BY LICENSED EMBALMER

- -

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY M@, OF BY oottt et ettt s e s baa s e reersraan , Student Embalmer No. ...................

working under my personal supervision.

Signature of Student Embalmer
- - * -Licensed Embalmer No.4444.............
P. 0. Address 4202. Binnay. Ave....

- Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).
. [f gmbalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

-




